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An unannounced complaint survey was

conducted at this facility from July 22, 2019

through July 24, 2019. There were no

deficiencies cited. The survey sample size was

nine (9). The facility census the first day of the
‘ survey was one hundred six (106).
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The State Report incorporates by
reference and also cites the findings
specified in the Federal Report.

An unannounced complaint survey was
conducted at this facility from July 22,
2019 through July 24, 2019. There werc
no deficiencies cited. The survey sample
size was nine (9). The facility census the
first day of the survey was one hundred
six (106).

Regulations for Skilled and Intermediate
Care Facilities

Scope

Nursing facilities shall be subject to all
applicable local, state and federal code
requirements. The provisions of 42 CFR
Ch. IV Part 483, Subpart B, requirements
for Long Term Care Facilities, and any
amendments or modifications thereto, are
hereby adopted as the regulatory
requirements for skilled and intermediate
care nursing facilities in Delaware.
Subpart B of Part 483 is hereby referred
to, and made part of this Regulation, as if
fully set out herein. All applicable code
requirements of the State Fire Prevention
Commission are hereby adopted and
incorporated by reference.

No deficiency was cited at the time of the
survey.
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